We present a case of acute syphilitic meningitis in a 28-year old HIV-infected patient, presenting with a seizure. MRI revealed a meningeal lesion with cortical involvement, and the patient described previous treatment for syphilis. Final diagnosis was established by PCR and spirochete staining on a brain biopsy, upon which the patient was successfully treated with benzylpenicillin. A 28-year old MSM patient presented with a generalized seizure six days after a previous episode for which he was already treated with valproic acid. Besides a headache, the patient did not describe any symptoms and had a low CRP (10 mg/L, reference value: <8 mg/L). Ten months previous to presentation in our hospital, he was diagnosed with HIV in a different hospital where treatment was not yet started according to the local guideline at the time, with a CD4 count of 660 cells/ml. In the month previous to presentation, he had a CD4 count of 500 cells/ml and a viral load of 2,7 Â 10 4 copies/ml. He was treated for syphilis, chlamydia and gonorrhea in the past year. Physical examination revealed generalized lymphadenopathy without neurologic abnormalities. MRI showed a solitary non-homogenous and irregularly intense meningeal lesion with cortical involvement, consisting of multiple nodular lesions (Fig. 1A) . Serum VDRL was negative but TPPA was positive, confirmed by T. pallidum EIA and western blot. Lumbar puncture revealed CSF with a mild leukocytosis (12 leukocytes/ml) with normal glucose and protein level, while the IgG index was elevated (7.76) and TPPA was positive with negative VDRL (supplemental data). A brain biopsy was performed, which was PCR-positive for T. pallidum. Pathology revealed encephalitis with predominantly CD8+ T-cells without characteristics of a gumma and immunohistochemic spirochete staining demonstrated the presence of spirochetes (Fig. 1B) . The clinical picture was categorized as acute syphilitic meningitis with unusual parenchymatous involvement, and the patient was successfully treated with benzylpenicillin 12 million units/day IV for 2 weeks.
A 28-year old MSM patient presented with a generalized seizure six days after a previous episode for which he was already treated with valproic acid. Besides a headache, the patient did not describe any symptoms and had a low CRP (10 mg/L, reference value: <8 mg/L). Ten months previous to presentation in our hospital, he was diagnosed with HIV in a different hospital where treatment was not yet started according to the local guideline at the time, with a CD4 count of 660 cells/ml. In the month previous to presentation, he had a CD4 count of 500 cells/ml and a viral load of 2,7 Â 10 4 copies/ml. He was treated for syphilis, chlamydia and gonorrhea in the past year. Physical examination revealed generalized lymphadenopathy without neurologic abnormalities. MRI showed a solitary non-homogenous and irregularly intense meningeal lesion with cortical involvement, consisting of multiple nodular lesions (Fig. 1A) . Serum VDRL was negative but TPPA was positive, confirmed by T. pallidum EIA and western blot. Lumbar puncture revealed CSF with a mild leukocytosis (12 leukocytes/ml) with normal glucose and protein level, while the IgG index was elevated (7.76) and TPPA was positive with negative VDRL (supplemental data). A brain biopsy was performed, which was PCR-positive for T. pallidum. Pathology revealed encephalitis with predominantly CD8+ T-cells without characteristics of a gumma and immunohistochemic spirochete staining demonstrated the presence of spirochetes (Fig. 1B) . The clinical picture was categorized as acute syphilitic meningitis with unusual parenchymatous involvement, and the patient was successfully treated with benzylpenicillin 12 million units/day IV for 2 weeks.
Acute syphilitic meningitis is a rare presentation of neurosyphilis, usually occurring within one year after initial infection. It became extremely rare since the introduction of penicillin, but re-emerged since the HIV epidemic [1] . Among HIV-infected MSM with early syphilis, the incidence of symptomatic early neurosyphilis was estimated to be 1.7%, 12% of which was found to present as acute syphilitic meningitis [2] . Besides treatment failure due to his HIV status, a recent reinfection might have also occurred in our patient. Physicians should be alert for treatment failure of syphilis in HIVinfected patients, and acute syphilitic meningitis in these patients can present with an unusual encephalitic component.
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